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Abstract 

Background  

The importance of infection prevention and control (IPC) services to prevent threats from healthcare 

associated infections and improve the quality of healthcare delivery is undeniable. However, IPC services 

across the UK and Ireland have substantial variability in terms of team structures and delivery models.  

 

Aim  

The aim of this study was to define an optimal IPC service in different contexts and settings within the 

United Kingdom and Ireland.   

 

Methods  

This mixed methods study adopted discussion huddles with IPC teams to explore various components of 

IPC programmes and services. A Nominal Group technique was then undertaken to achieve a group 

consensus of what an optimal infection prevention service should look like.   

 

Results  

Five discussion huddles were conducted which included 53 participants in total. Key themes arising were 

IPC Service Priorities, IPC Service Enablers for Success, and Necessary Skills and Expertise Required for 

Delivering an Effective IPC Service. For the nominal technique, 45 responses were identified which were 

determining the key priorities for an effective IPC service and 69 responses for establishing key enablers 

for success.  

 

Discussion   

These findings supported the development of a conceptual model for designing an optimal infection 

prevention service, which can be used to develop IPC services at an international, national, regional, and 
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local level. A focus is required around implementation of these highlighted enablers, so are effectively 

embedded into infection prevention and control services, and wider healthcare settings. 

 

Introduction 

The key elements of infection prevention and control programmes have been researched and defined 

but there is a dearth of evidence on how these components can be provided by an infection and 

prevention control service.   A systematic review carried out by Zingg et al., (2015) found 92 studies 

assessed key components of infection-prevention programmes at the healthcare facility level. These 

key components addressed structural, organisational, and management components of an effective 

IPC programme These findings along with a similar review performed at the national level (Price 2018) 

were used to, produce guidelines on the core components of infection prevention and control 

programmes at the national and acute health care facility level (WHO 2016). Mitchell et al., (2015) 

examined service delivery models and associated cost for infection prevention and control in 

Australian hospitals. However, no studies investigating how the core components could be integrated 

into an infection prevention and control service were found in relation to the United Kingdom and 

Ireland. Therefore, the aim of this study was to define an optimal prevention of infection service in 

different contexts and settings within the UK and Ireland to inform a national infection prevention 

service. To the authors’ knowledge this is the first study of its kind within this context. 

This paper will provide the findings from the third and fourth phase of the DOIPS study, and is a 

companion paper to part one, where we have previously reported on the outcomes of a survey, which 

identified current components of infection prevention services throughout the UK and Ireland, 

explored local priorities, provided indicators of successes and how they were measured, and 

highlighted facilitators and barriers to success of an optimal infection prevention and control service.  

For the third phase of this study we undertook qualitative research using discussion huddles with 

infection prevention practitioners to gain more narrative and understanding around some of the 

findings from the survey. The fourth and final phase was a nominal group technique with infection 

prevention practitioners to obtain a consensus of key priorities and enablers for an optimal infection 

prevention service. 

Methods  

Discussion huddles with infection prevention teams  

Participants were infection prevention practitioners working in the UK and Ireland and were members 

of the national Infection Prevention Society (IPS). The potential participants were recruited through 
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advertising the huddles on the IPS president bulletin, and through snowballing. All IPS members were 

contacted via email, provided with written information about the study, and an expression of interest 

form to complete and return to the researchers. Expressions of interest were also sought via a 

presentation at the IPS national conference in Manchester, September 2017.  

Huddles (which were small discussion groups, where clinical IPC practitioners gathered for 1 hour) 

were either face-to-face or virtual and took place during 2018 and 2019.  Huddle discussions were 

facilitated by the co-lead researcher, and these were audio recorded, transcribed verbatim, and 

thematically analysed using an inductive qualitative data analysis framework (Miles et al. 2014). Data 

was analysed and interpreted to highlight meaningful commonalities, differences, and organisation-

specific experiences. Computer assisted qualitative data analysis software (NVivo 10©, 2012) was used 

to assist with the facilitation of an accurate, reliable, and transparent data analysis process.  

Five discussion huddles took place with 53 participants in total, and the following topics of discussion 

took places for each huddle and below describes the questions asked in each huddle, which were 

informed by the survey results.  

Huddle 1 (virtual):  What are the pros and cons to providing an IPC service to one, or more than one 

organisation? What skill mix is needed to cover all the organisations that your IPC service covers?  

What are the unique issues about working across diverse organisations? 

Huddle 2 (virtual): What are the pros and cons to a predominately Nurse led infection prevention 

service? Could other healthcare professionals’ step into infection prevention roles, and why?  Is there 

an overall problem with recruiting infection prevention staff? If so, why do you think this might be?  

Huddle 3 (face-to-face):  Who is in control of setting your annual budget? Do service leaders have a 

say in this? Do other team members have a say in this?  What is your IPC service annual budget? Are 

financial resources adequate for the service you are delivering? If not, why not? What impacts the IPC 

services annual budget?  

Huddle 4 (face-to-face): What components of IPC is Core, what needs to stay, what needs to stop. Is 

there any non-mandatory auditing?  

Huddle 5 (face-to-face): What are the indicators of success, enablers of success, and barriers of 

success for an IPC service?  

The first two huddles were virtual, but the remaining huddles were carried out face-to face at 

organised IPS branch meetings to increase the number of participants and to cover a wider range of 

geographical areas of the UK.  
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Nominal technique with infection prevention practitioners  

A Nominal Group technique is a structured face-to-face group discussion with the purpose of achieving 

group consensus and action planning on a chosen topic (McMillan et al., 2015). It encourages 

contributions from all participants and promotes agreement on important issues.  This is achieved in 

three stages; individual responses, clarification and consolidation, and then finally ranking responses 

until a consensus is achieved (Varga-Atkins et al., 2011). This study used a modified nominal group 

technique in that individual response were clarified and consolidated in September 2021, at the 

Infection Prevention Society conference, which was the first UK face-to face event following lockdown 

restrictions. This event was chosen because it enabled the research team to capture a large group of 

participants. The final ranking of the responses in order of priority was carried out by email after the 

conference. was carried out. 

At the nominal group technique session Two questions were analysed. Q1: What are the key priorities 

for an effective IPC service? and Q2: What are the key enablers for success?  

Participants were IPS members with a variety of roles, ranks and expertise  

 and were invited to take part in the nominal group technique via the IPS conference web page and 

“APP”, the IPS weekly digest (a newsletter that goes to all IPC members) and through Twitter. Those 

expressing an interest were given a participant information sheet and asked to complete written 

consent prior to participation.  

 

Participants were divided into 3 groups of approximately 13 participants, each with its own facilitator. 

Participants were asked to write, on post it notes, responses to the question “what are the key 

priorities for an effective IPC service? This was a silent period whilst individual responses were 

formulated and was terminated after 10 minutes. A round robin was then conducted which was 

approximately 15 minutes in length. Each participant in turn was asked to read out their first response 

to the question, which the facilitators documented on flipchart paper that was visible to all group 

members. This process was repeated until all participants had presented their responses. The 

facilitator encouraged discussion of the issues raised by each participant to establish a clear 

understanding of the meaning intended by the participant to establish a shared group understanding 

of each issue raised.  This process was then repeated for the second question “what are the key 
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enablers for success?” At the end of session all issues raised by the groups for each question were 

reviewed by the facilitators and consolidated into one list.  

The participants were sent a list of the responses for each question, via a PowerPoint presentation. 

The PowerPoint was sent by email and participants were asked to rank them on a ranking form. 

Participants were required to score each response between 1 and 5 to indicate how important they 

thought each was. 5 indicated extremely important, 4 very important, 3 important, 2 somewhat 

important and 1 not important at all.  

All scores for each response were totalled to indicate the ranking of the responses enabling at a 

consensus to be reached on the importance of the responses for each question.  

Results 

Discussion huddles 

Key themes arising from the huddles were Infection Prevention and Control Service Priorities, Infection 

Prevention and Control Service Enablers for Success, and Necessary Skills and Expertise Required for 

Delivering an Effective IPC Service. 

Infection Prevention and Control Service Priorities 

Disparate views on key priorities for an effective IPC service programme arose from the huddles. Some 

participants indicated that auditing was important, while others highlighted the need for better sharps 

management, procurement advice, education and training for staff and appetite for innovative 

working (i.e. working across cultures in different environments and spaces). 

Education and training were highlighted as crucial not only for educating staff but also to enable them 

to teach the community on how to identify and respond to outbreaks: 

“If we educate properly, anyway, we can educate staff in departments and onwards and in the 

community to identify outbreaks and bring them to our attention” (Huddle 4). 

Meanwhile, innovative working was described as finding different ways of working with people of 

diverse backgrounds and with different experiences:  

“And also, we need to work differently because there will be different cultures in different areas 

and we need to adjust ourselves in those cultures” (Huddle 4). 

Importantly, enhanced protocol for sharps management was emphasised as an urgent need for some 

organisations as indicated by this participant: 
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“Biggest thing for us is sharps management and is our biggest chaos. We’ve got one clinic and 

in that one clinic we’ve got 10 organisations. If one leaves the room, whoever leaves the sharps 

bin open, we will never know” (Huddle 4). 

Finally, having appropriate procurement advice was highlighted as being a key priority for effective 

IPC service delivery. Having appropriate resources readily available can help to prevent the spread of 

infections: 

“See for me, procurement advice is key in an acute Trust because if you don’t advise them you’d 

literally have any type of wipe, any type of disinfectant. They’d be buying equipment that isn’t 

suitable, they’d be buying sharps that isn’t safe” (Huddle 4). 

The majority agreed that there was no single priority which superseded others, but rather that key 

components for delivering effective IPC services are interlinked and thus should all be prioritised, as 

described here: 

“So, basically everything links in with everything else and there is absolutely no way you could 

prioritise one thing over another because everything in its own way is equally important. It’s not 

as easy as if you’ve got a patient with a broken leg in front of you, what do you do? You can fix 

a broken leg but that’s not what we’re talking about is it?” (Huddle 4) 

Meanwhile, there were a few areas that were not considered a key priority by participants, and these 

included: antimicrobial stewardship (perceived as a responsibility of the microbiology department); 

post infection reviews (perceived as the role of the medic involved in the patients care). There were 

also mixed feelings regarding reporting. Participants felt reporting was important but that there was 

“too much” of it that overlapped which creates inefficiencies as “it takes you away from what you 

actually have to do” (Huddle 4).  

In terms of, health care associated infections, participants felt that it was not their responsibility to 

reduce these, but rather to “support and educate” people about it (Huddle 4). 

Infection Prevention and Control Service Enablers for Success 

Several enablers for successful IPC were identified. These were: approachability, openness, and 

visibility; compliance with IPC practice; effective communication; leadership and staff support; and 

team knowledge training, education and skills. Of these, key enablers a number were associated with 

enhancing relationships between staff and colleagues. According to one participant, “communications 

has got to be at the top, surely”, which was also discussed as overlapping with being approachable, 

open and honest with staff and colleagues. Strong leadership was highlighted as an important role in 
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relation to management (or those in leadership positions within IPC and the wider organisation) being 

role models for. working according to organisational policies and national best practice standards and 

ensuring, compliance with evidence-based practice: 

“I think good leadership is a breaking point––leadership being an important role because if you 

see your manager or your managers doing it, then you’re going to do it as well aren’t you?” 

(Huddle 5). 

The value of having an IPC service that is well integrated in clinical practice across organisations 

emerged as an important theme. Participants highlighted the benefits of such an integration which 

included: enhanced opportunities for knowledge sharing; building rapport and relationships and 

improving standardisation and uniformity of IPC policy and practice across teams and organisations as 

highlighted below:  

“I think the pros are consistent protocol, standardisation, good information sharing, good use 

of ideas across the whole health economy and good local protocols across in local populations” 

(Huddle 1).  

“Echoing many points there but certainly in terms of pros––that sort of theme of uniform and 

work and policies” (Huddle 1).  

Because of the variations in work practice, policy, patient population, environment cross-

departmental / organisational, having a more integrated, consistent model of IPC service would 

facilitate opportunities for mutual knowledge exchange–learning and benefiting from difference in 

experiences.  Opportunities to work across departments, organisations, localities and communities 

was thought to help to build rapport and relationships with other clinical staff who work outside of 

IPC, in different environments, contexts and settings were highlighted important for IPC success: 

“I think particularly when we’ve got, well, one or more organisations, we’re talking about the 

rapport and the relationships we build with non-IP staff throughout the organisation. And, it’s 

about building then those with the sort of more disparate geographical areas that you’ve got” 

(Huddle 1). 

Across organisations, budget and financial implications associated with infection prevention and 

control (IPC) service were discussed. Key points of focus included barriers that stem from budget 

inadequacies and constraints, and the lack of control or influence over the annual budget by members 

of the clinical team. Overall, participants highlighted that if adequate IPC funding was allocated from 

the annual budget, staffing, workload and the ability to deliver high quality IPC services would be much 

improved:   
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“I would say they are not adequate in my trust, just for me, from an infection control team 

point of view. Obviously, it’s just myself and somebody that works 2 days a week who’s a 

previously nurse retired and come back, but that’s just on goodwill. On the bank, she could 

leave at any time so actually there is only myself. I’ve got part-time admin so I would say that 

the staffing side of it is not adequately financed or resourced and like you say that you manage 

what you’ve got because that is what you have got. But in reality, if you had more of a budget, 

you’d be able to deliver above and beyond the mandatory you know the minimum of what 

we’ve got to do” (Huddle 3).  

 Challenges expressed by participants appeared to be intensified by the lack of autonomy as well as 

influence over the annual budget. 

Necessary Skills and Expertise Required for Delivering an Effective IPC Service 

Delivering an effective IPC service programme requires a specific set of skills and expertise. 

Participants discussed the need for exposure to high quality and diverse training, the appetite and 

ability to engage in transdisciplinary working, strong interpersonal skills and strong leadership to 

harness the potential of staff. According to participants, IPC teams “rely on a very strong group of staff 

who are well trained” (Participant, Huddle 1). As described by one participant, diverse training for staff 

was accomplished by splitting up teams and moving “them around so everyone gets different 

exposure to the various different specialties” (Huddle 1).  

Working across departments, organisations, disciplines, and sectors and appreciating the range of 

expertise offered is an important part of transdisciplinary working. As emphasised by one participant, 

effective transdisciplinary working requires,  

“to be flexible, to be able to work across boundaries, collaborate with good communication skills 

is a massive need. You don’t need people who are going to be defensive or are going in like a 

bull in a china shop. Ideally somebody in the team who has got vision and innovative ways of 

working because once you all start working together and bouncing off each other […] it really 

gives each other what we need” (Huddle 1). 

This excerpt also speaks to the necessary interpersonal skills required for the successful delivery of 

IPC services as described here: 

“I’ve tried various skill mixes over the years and some of them worked and some of them had 

not and whether that’s to do with the skill mix and the personalities that you get. So, trying to 

get a non-registered sort of healthcare practitioners as audit and surveillance has at times 

worked really really well and sometimes, I really think it’s about getting the right person to do 
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the right job with the right personality which can be more important than actually having the 

clinical skillset because actually you can teach them” (Huddle 1). 

Accordingly, if you have “one team member that can be quite divisive”, it can disrupt the balance of 

the team and result in poor work outcomes. Equally, there is the importance of having good, strong 

leadership for effective working across teams as highlighted in a huddle discussion in the following 

excerpt: 

“Ok so from my point of view you need really a really good strong motivational leader who can 

coordinate a team of people working across various sites” (Huddle 1). 

 

Nominal technique workshops 

45 responses were identified which were determining the key priorities for an effective IPC service 

and 69 responses for establishing key enablers for success. 24 out of 39 participants returned their 

ranking forms. The highest a theme could have ranked was a total of 120 points (24 x 5 = 120), the 

lowest a theme could have ranked was a total of 24 points (24 x 1 = 24). The order of the ranking can 

be found in Tables 1 & 2, for questions 1 and 2 respectively. The ranking of themes ranged from 116 

which was the highest ranked theme, to 88 for question 1 and between 116 and 66 for questions 2.  

There were several themes that reached the same score for both questions.  
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Table 1: Q1 Ranked order 

Ranking in Order: 
Raking score 
(out of 120) Q1 Key priorities for an effective IPC service  

1st 116 Preventing HCAI to persevere patient safety 

2nd 114 Engagement of frontline staff 

2nd 114 Embedding Key IPC principles into practice  

3rd 113 Education- IPC team 

4th 112  Evidence based practice  

5th 111 Effective outbreak management  

5th 111 Resource- IPC staffing to enable realistic workload  

5th 111 Effective leadership all levels  

6th 109 Visibility of IPC team 

6th 109 Effective surveillance systems  

6th 109 Joint working for AMR and IPC  

6th 109 Cleanliness  

7th 108 Resource- funding  

7th 108 Robust IPC education for all staff 

7th 108 Wider focus than acute care 

7th 108 Engagement of executives 

7th 108 AMR/ AMS 

8th 106  Positive working relationships with patient facing teams  

8th 106 Robust governance structures  

9th 105 Ownership of IPC outside the IPC team  

9th 105 National IPC standards-but local implementation  

9th 105 Real time feedback of outcomes  

9th 105 Effective and appropriate auditing   

10th 104 Shared learning and networking  

11th 103 IPC competencies  

11th 103 Mult- disciplinary IPC team 

11th 103 Accessible guidance & quick to read  

12th 102 Quality improvement 

12th 102 Engagement of wider services  

12th 102 Understanding impact of a well-built environment 

12th 102 Business planning: clear strategy- planning & goals  

13th 101 Balanced skill mix of IPC team  

14th 100 Public health knowledge of IPC and hygiene  

14th 100 Continuous reflection  

15th 98 Data processes  

15th 98 IPC team reaching out to all staff 

16th 97 IPC profile and branding (better recognition) 

16th 97  Succession planning 

17th 96 Vaccination of staff  

17th 96 Cultural change 

18th 95 Freedom to implement  

18th 95 Innovation  

19th 94  Integration locally, regionally and nationally 

20th 92 Patient involvement and empowerment  

21st 88  IPC to understand local determinants of health deprivation  
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Table 2:  Q2 ranked order 

Ranking in Order: 

Raking 
score (out 
of 120)  Q2 key enablers for success  

1st 116 Adequate staff Resources 

2nd 114 Appropriate, flexible, realistic and evidence based national standards and guidelines  

2nd 114 Trained, competent IPC team 

3rd 113  IPC commitment at board level  

4th 112 Adequate funding  

5th 111 Visibility of IPC team within the organisation 

5th 111 Effective communication  

5th 111  Staff well-being and morale  

6th 110  Consistent, clear and concise IPC messaging  

7th 109 Effective senior support 

7th 109 Effective surveillance  

7th 109  Ownership of IPC within services 

8th 108 Educated workforce 

9th 107 Learning from failures and mistakes  

9th 107 Inclusion of medics 

9th 107 Retention of staff 

9th 107 Investment in staff for retention and motivation 

10th 106 Effective, dynamic leadership at all levels  

10th 106 Compassion at all levels  

10th 106  Clear and focused strategy  

10th 106 Ownership of IPC responsibilities by all staff 

11th 105 Educating Trust Boards to understand IPC priorities  

12th 104 Well implemented evidence-based IPC 

12th 104 Understanding local intelligence (data, demographics and services)  

12th 104 Easy access to learning and research evidence  

12th 104  Importance of all staff understanding the difference IPC makes to patient outcomes  

13th 103 Passion for IPC within the IPC team  

13th 103 Quality improvement  

13th 103 Effective IPC structures and systems  

14th 102 Core curricula for IPC staff and career pathway  

14th 102  Adequate resources for the built environment   

14th 102 Compliance with IPC training across the organisation  

14th 102 Valuing prevention  

14th 102 Empowerment of IPC link staff  

15th 101 Motivated workforce  

15th 101 Strong relationships at all levels  

15th 101 Shop floor engagement  

16th 100 No blame culture 

17th 99 Utilising strengths within the team  

17th 99  Effective digital infrastructure  

18th 98 Collaborative system approach  

18th 98 Stakeholder involvement  

18th 98 Involving the wider organisation in IPC decision making 

19th 97 Efficient use of time and realistic workload  
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19th 97 Challenge custom and practice  

19th 97 Dedication of IPC team 

19th 97 Gaining and feeling respected by the wide organisation  

20th 96 Investing in research and improvement science  

20th 96 Everyone in the organisation working to a common goal  

20th 96 Adequate succession planning  

20th 96 Courage to innovate  

20th 96 Student investment  

20th 96 Using patient’s story’s to drive improvement  

21st 95 MDT allies inside and outside IPC and networking  

22nd 94 Patient engagement  

23rd 93 Sharing good values/ organisational culture 

24th 91 Reducing repetition 

25th 90 Using IPC team skills appropriately  

25th 90 Flexibility within the service  

26th 89 Acknowledging contributions of all staff 

26th 89 Contributing to research 

27th 88 Pragmatism 

28th 86 Adopting national guidelines rather than developing local policy  

28th 86 The use and access to change management systems  

29th 84  Investment in public information  

29th 84 Managing expectations at all levels  

30th 83  Evidence of success at all levels 

31st 82 Autonomy  

32nd  66 Mandatory vaccination 

 

From the ranking of these responses the consensus for the top five key priorities for an effective IPC 

service in order were: 

1. Preventing HCAI to persevere patient safety 

2. Engagement of frontline staff and Embedding Key IPC Principles into practice 

3. Education of the IPC team  

4. Evidence based practice  

5. Effective outbreak management and Resource- IPC staffing to enable realistic workload 

and Effective leadership all levels  

And the consensus for the top five key enablers for success were: 

1. Adequate staff resources 

2. Appropriate, flexible, realistic and evidence based national standards/guidelines and a 

trained, competent IPC team 

3. IPC commitment at board level 

4. Adequate funding 
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5. Visibility of IPC team within the organisation and effective communication and staff well-

being and morale   

 

Discussion  

We used qualitative research methods to understand key priorities and enablers for IPC services 

through discussions at huddles and using the nominal group technique. However, the delay between 

the huddles and the nominal group technique must be recognised. This was a result of the COVID-19 

pandemic, which left IPC practitioners firefighting their way through continuous outbreaks, so a 

decision was made to pause the study at this time.  

The top priorities identified focussed on reducing HCAI to improve patient safety, engagement of 

frontline staff and embedding IPC into frontline practice, education of the IPC team, and having an 

evidence-based service. The top enablers were staff resources in IPC, good quality evidence-based 

guidelines, a trained and competent IPC team, board level engagement in IPC, and adequate funding.  

The identified priorities are of no surprise, these are operational, outcome focused priorities which 

are evidence-based and are fundamental elements of the Health and Social Care Act  (Department of 

Health and Social Care 2012), but it is clear, that without the top five enablers being executed, it is 

unlikely that the top priorities can be fulfilled. We noted that some  priorities found in the literature 

and from phase one (Survey) were not featured in the top five, including ensuring frontline visibility 

of the IPC team, developing strong relationships with clinical teams, improvement plans around key 

national priorities such as hand hygiene and Gram-negative BSI reduction (Curran et al., 2021), moving 

ownership of IPC away from corporate IPC teams and to frontline teams so that IPC becomes 

“everybody’s responsibility”, and developing effective and digitally enabled surveillance systems to 

identify areas where improvement is required.  

Adequate staff resources 

Adequate staffing resources has been documented as being a barrier to effective patient care 

(Ettinger, 2013) where shortages of staff lead to errors occurring and patients suffering unnecessarily 

(Lord, 2013). Inadequate staffing is more than an infection prevention and control workforce problem. 

Indeed, several studies have shown that low staffing contributed to poor IPC, infection, and AMS 

outcomes (McCauley et al., 2021; Lowe, et al., 2021; Shang et al., 2019). For example, Wundavalli et 

al., (2020) suggest that infection prevention and control staffing should not be based on bed numbers 

or patient census but should reflect characteristics of the patient population and the workload 
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involved, techniques for applying evidence-base knowledge about infection prevention, and the 

unique needs of the healthcare setting.  

In wider healthcare workforce, Gasparino et al., (2021) suggests that adequate staffing contributes to 

better outcomes for patients. Staff shortages is a worldwide phenomenon, where the current supply 

of healthcare is unable to meet society’s needs (Kalisch et al., 2010). Therefore, it is no surprise that 

having adequate staffing resource is the top key enabler for an effective IPC service. A national 

shortage of healthcare workers physicians, that existed prior to COVID-19 has significantly intensified 

due to the pandemic (Anonymous, 2022).  Kalisch et al., (2010) suggests that lack of job satisfaction 

leads to health care professionals leaving their roles which may contribute to inadequate staffing. The 

World Health Organisation (2019) put out a call out for research to expand the evidence-base around 

indicators for staffing need studies to aid health workforce planning.  

Appropriate, flexible, realistic and evidence based national standards/guidelines 

A range of evidence-based guidance is available to guide the development of IPC service policies. 

Guideline provides include national and international and multinational public health agencies (such 

as CDC, ECDC, WHO, UKHSA), government groups (e.g. Department of Health and Social Care, NICE), 

professional societies (such as IPS, HIS, and BIA in the UK, and SHEA and APIC in the USA) and other 

groups (such as Cochrane reviews). Otter et al., (2015) highlights numerous groups that have provided 

analyses of the quality and utility of various guidelines. This includes a noted variety in aims of 

guidelines and differences in methodologies used when producing guidelines. Curran et al., (2021) 

conducted a policy document analysis which highlighted many flaws with current UK national 

guidance. This includes different priority documents seeking the same goals, and multiple 

requirements across the UK for the same topic. Recommendations from this work and review of the 

literature (Otter et al 2015 & Curran et al 2021) suggests making national guidelines simpler, removing 

old versions of guidance and having a more logical approach.  

 

Trained, competent IPC team 

Several studies have shown that the implementation of an IPC training programme for frontline clinical 

staff is associated with improved HCAI-related outcomes (Quiros et al., 2007; Kachare et al., 2014;  

Allen et al, 2014; Gerolemous et al., 2014; Kwok et al., 2015; Sherertz et al., 2000; Zingg et al., 2009). 

However, fewer studies have evaluated the impact of implementing training and competency 

programmes for IPC staff per se. Nonetheless, several counties have certified training programmes for 

IPC, such as the CIC programme in the USA, and the development of Core Competencies for IPC staff 

by ECDC. In the UK, the IPS has developed a IPC competency framework (Infection Prevention Society 
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2021), which is commonly used to support the development of IPC staff. However, there is no formal 

educational requirement for IPC practitioners in the UK. 

 

IPC commitment at board level 

In the UK, the Health and Social Care Act (2008) requires a Director of Infection Prevention and Control 

role, which came with directive around competencies for this role (Department of Health, 2004). This 

role was developed to ensure that a board-level position in the organisation had responsibility for IPC 

and AMS in every NHS organisation. We did not identify studies that specifically evaluated the impact 

of IPC commitment at a board level on HCAI-related outcomes.  

 

Another finding from this study was the recognition that IPC appears to have been downgraded as an 

overall risk. Since this work was carried out, the global pandemic hit and has certainly changed the 

importance of IPC in healthcare (UKHSA, 2022). This work finishes by recognising that the ask of IPC 

teams is ever increasing, therefore more resources are required, or the way IPC teams, and services 

work needs to change. 

 

WHO core components of an IPC service 

The WHO published updated core components for an IPC service (2016). Most of the priorities and 

enablers map closely to these priorities. However, several of them did not feature in either the top 5 

key priorities or enablers. These were surveillance, having multimodal improvement strategies, audit 

and feedback, a focus on the built environment, materials and equipment. Whilst these WHO core 

components for an IPC service did not feature in the top 5 priorities and enablers, they did feature in 

the longer lists that came from our nominal group technique.  

 

The key strength of this research study was the use of multiple methods to provide an all-round 

perspective of the issues raised throughout data generation. This ensures that the study findings are 

grounded in participants experiences. Additionally, all our participants were directly involved and 

embedded within infection prevention and control teams, thus providing clear real-time experiences. 

A limitation may be that most participants were from a nursing background and identified at the IPS 

conference in 2021. It would have been beneficial for us to have recruited other healthcare 

professionals working in IPC to gain a broader view. Nonetheless, we captured views from a range or 

roles, ranks and expertise, to enable the findings to be transferable to the wider IPC workforce across 

the UK and Ireland.  
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Recommendations 

These findings supported the development of a conceptual model for designing an optimal infection 

prevention service, which can be used to develop IPC services at an international, national, regional, 

and local level (figure 1).  

A focus is also required around implementation of these highlighted enablers, so are effectively 

embedded into infection prevention and control services, and wider healthcare settings. We 

recommend follow-up work to establish to what extent these key priorities and enablers are in place 

in IPC teams. For example, some work from WHO evaluated to what extent the WHO core components 

for IPC teams are implemented at a national level (Tartari et al., 2021). 

Figure 1: IPC service conceptual framework  

Figure 1: Infection prevention service conceptual framework  

 

 

  

https://pubmed.ncbi.nlm.nih.gov/?term=Tartari+E&cauthor_id=33271215
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